A 28-yr-old obtunded man with a history of intravenous drug abuse presented to our emergency department. A noncontrast computed tomography scan of the brain showed a large left parietal intraparenchymal hemorrhage, prompting emergent craniotomy and evacuation of the hematoma. During placement of a neuromuscular monitor on his right foot, multiple 2-3 mm erythematous nodules were noted on his feet and pinkish erythematous papules on both palms (Figure, panels A and B). As these lesions were suggestive of Janeway lesions and Osler's nodes -known stigmata of infective endocarditis -transesophageal echocardiography initiated by the anesthesia team revealed a vegetation and perforation of the right coronary cusp of the aortic valve resulting in moderate aortic insufficiency (Figure, panel C, and videos 1 and 2 available as Electronic Supplementary Material). After cardiac surgery consultation for possible aortic valve replacement, it was decided to defer any action because of the patient's recent intracranial bleed and active drug abuse. He was thus managed medically with intravenous nafcillin for eight weeks.
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Early diagnosis of infective endocarditis is critical to minimize morbidity and mortality.
1,2 As much as a tenfold reduction in embolic events can be seen within one week of antibiotic therapy. 2 Morbidity from embolic events can affect eligibility for cardiac surgery. 1, 3 Patients treated with both cardiac surgery and medical therapy have better outcomes than those with medical therapy alone. Osler's nodes and Janeway lesions are pathognomonic physical findings in patients with endocarditis. Although both originate from emboli, the pain associated with Osler's nodes is thought to be due to their manifestation in thick, dense tissue such as the fingertips or toes. In contrast, Janeway lesions generally occur on the pads of the palms and soles and are painless. Although there is some uncertainty about their pathophysiology, most sources indicate that Osler's nodes originate from sterile or septic emboli embedded in the glomus body of the dermis, whereas Janeway lesions are more commonly accepted as being dermal abscesses and thromboses of small vessels. 4, 5 Recognizing these key clinical signs can facilitate prompt diagnosis and subsequent treatment of infectious endocarditis. 
